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ACUTE PERICARDITIS 


Acute affections of the pericardium must occur 
silently and go unrecognized more often than they 
are symptomatically heralded and correctly diag- 
nosed. We may judge this to be the case from the 
frequency of the unsuspected spot or even the com- 
plete obliteration of the pericardial cavity without 
a history, knowledge, or remembrance of the acute 
infectious episode that involved the pericardium. 
Infections of the pericardium arise from disease 
processes that are for the most part primary in the 
lungs or pleura, as pulmonary suppuration, tubercu- 
losis, pneumonia and empyema. 


Acute pericarditis, however, may occur independ- 
ent of any other adjacent infectious pathology, that 
is, it may be a blood-borne infection. It need not 
necessarily be a localized pericardial bacterial pro- 
cess but may be a response in this serous membrane 
to the products of bacterial growth elsewhere, a 
sensitization or tissue anaphylaxis just as occurs in 
some cases in the endocardium and in others only in 
the synovial membranes. The infections probably 
responsible for the great majority of acute pericard- 
ial inflammations or reactions belong to the so-called 
streptococcus or the rheumatic group which includes 
§ acute tonsillitis, sinusitis and upper respiratory tract 
disease, as well as growing pains, acute rheumatic 
fever and chorea. The acute fibrinous pericarditis 
that so often occurs in uremia or in debilitated 
states as a terminal event is probably infectious, due 
to lowered resistance, but the clinical interest in 
such lies almost wholly in the serious prognostic 
significance of the finding. 


The pericardial process may consist in the deposi- 
tion of a fibrinous exudate in the area of the inflam- 
matory lesion in the visceral or parietal layer pro- 
ducing a shaggy heart or there may be the accumu- 
lation of purulent, fibrinous, serofibrinous, or purely 
serous or serosanguinous exudation. The symptoms 
and signs vary according to the location and type of 
the pathological changes. 


Pain is the commonest symptom. Capps has 
shown that only the lower third and base of the 
pericardium where the pleura has been reflected is 
sensitive. Pain is often absent especially in the aged, 
but also occasionally in young adults and children. 
It is usually localized, constant, precordial, but may 
radiate and occur in paroxysms. Occasionally it is 
sharp, but usually it is more of a dull discomfort. 
Chilliness and fever are usually present, hyper- 
pyrexia and rigors are rather infrequent in the 
purulent type, but profuse sweats commonly occur. 
In the debilitated, fever may be absent. 


The physical sign of greatest significance is the 
pathognomonic to and fro superficial leathery or 
scratchy friction rub that sometimes is felt by the 
patient first but is usually heard over the upper 
central part of the cardiac area. It is not completely 
synchronous with the heart sounds and is usually 
accentuated by pressure. The friction sound be- 
comes less intense with the accumulation of exudate 
and may persist after fluid accumulates posteriorly 
or disappear entirely as the heart becomes com- 
pletely surrounded. The area of heart dulness 
increases slowly with fibrinous exudation and more 
rapidly with purulent and serous accumulations. 


The rapid accumulation of pericardial fluid oc- 
casions the severe type of clinical picture character- 
ized by orthopnea, cyanosis, tachycardia, small pulse 
and fall in blood pressure. Such evidence of the 
constricting effect of the pericardium about the 
great vessels due to rapid increase in intrapericardial 
pressure and heart tamponage appear rather un- 
commonly in acute pericarditis, but such signs when 
they do occur must be recognized as danger signals 
requiring prompt mechanical relief. 


Ordinarily pericardial effusion most commonly of 
septic, rheumatic or tuberculous origin accumulates 
more or less slowly and the parietal wall of the sac 
weakened by the inflammation dilates and accom- 
modates the increasing volume of its contents. The 
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effectiveness of such accommodation determines the 
severity of the symptom comflex. Increased symp- 
toms, dyspnea and discomfort along with increased 
retromanubrial dulness occur in the horizontal or 
supine position due to gravitation of the fluid to the 
neck of the sac in the region of the great vessels. 
When the upright position is resumed, the symptoms 
are often ameliorated and the retromanubrial dul- 
ness decreases while the transverse diameter, the 
area of cardiac dulness in the region of the apex and 
the right cardiophrenic area increases conspicuously. 
The projection of the distended sac backward often 
compresses the lung especially the left lower lobe 
and gives rise to dulness and increased breath sounds. 
These signs must be kept in mind, as a part of the 
clinical picture of pericarditis with effusion. The 
increased faintness of the heart sounds with rela- 
tive accentuation of the pulmonary second sound and 
the paradoxical pulse when present are significant 
confirmatory physical evidences. 

The clinical picture of pericardial effusion may 
be simulated even in the roentgenographic findings 
by extreme cardiac dilatation with its concomitant 
slight hydropericardium. Paracentesis in such rare 
instances usually results in ventricular puncture and 
yields blood rather than fluid. 

The febrile reaction in exudative pericarditis is 
usually an exaggeration of that of the disease with- 
out this complication. In the purulent type the fever 
is sharply remittent or intermittent and associated 
with profuse sweating. In the rheumatic fever pa- 
tient a sharp rise in body temperature accompanies 
the development of this complication. Pericardial 
tuberculosis may not produce any great exaggera- 
tion of the fever curve unless there is an accompany- 
ing miliary dissemination. 

The prognosis in the presence of acute pericard- 
itis depends upon the cause and the character of the 
pathological changes. The cause may be apparent 
in the rest of the clinical picture of the patient and 
the physical signs delineate the pathological anat- 
omy. Paracentesis may be resorted to in the presence 
of the physical signs of effusion and the study of 
such fluid completes the diagnostic investigation. 
However, paracentesis should not be an immediate 
procedure except where there are signs of cardiac 
tamponage, and emergency decompression is then 
in order. Purulent pericarditis is usually fatal in 
spite of radical surgical interference although this 
procedure offers the only hope there may be for re- 
covery under such conditions. 

The fibrinous, serofibrinous, serosanguinous 
types when not a complication of pneumonia or 
extensive pulmonary disease have a fairly good out- 
look. The tuberculous type, especially one that con- 
tinues to exudate at a high rate, may hold on for 
several months if repeatedly tapped, but the ultimate 
fate is sealed. The production of a pneumoperi- 
cardium may be beneficial and may temporarily stop 
the process of the disease but this must still be con- 


sidered to be in the experimental stage. When, hove 
ever, adhesions form and obliteration or synechij 
occur the process becomes stationary and years m@ 
elapse before the cardiac embarrassment incident § 
the chronic fibrous adhesive pericarditis precipitatg 
heart failure. 

The pericarditis of rheumatic fever whethe 
fibrinous or serofibrinous usually clears up withott 
requiring paracentesis or any surgical interventiog 
There is usually a spectacular response to the use @f 
salicylates in adequate dosage (0.15 to .25 G pe 
kilo or 1 gr. to 2 gr. per pound of body weight), 
The same drug has been advocated on more or leg 
empirical grounds or due to the fact that it is mildly 
antiseptic and penetrates inflamed, exudative serous 
membranes. Often salicylates are used as a thera 
peutic test, since they so regularly act spectacularly 
in the rheumatic exudative lesion, but the beneficial 
effect is seen in the joint pain rather than in the 
pericarditis. Aside from this drug there is no other 
accepted specific or substitute with the possible ex 
ception of the newer cincophen derivatives. 

It is of paramount importance to insure a patient 
with pericarditis of as nearly complete physical cont 
fort as possible. Bed rest in the most comfortabk 
position, the control of tympanities by mild tonie 
laxatives and a light lactovegetarian diet are esse 
tial details to be looked after. 

Pain is to be relieved by physical measures when 
this is possible and for this heat has always seemed 
to me more rational and more effective and safer 
than cold. If exudation produces embarrassment 
and continues at a high rate repeated paracentesis, 
air injection or surgical drainage are in order. 


GeorGE HERRMANN, M.D. 
Galveston, Texa 
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Wood, F. C., Pendergrass, E. P., and Ostrum, H. W: 
Dissecting Aneurysm of the Aorta. Amer. Jour. Roent 
genol. 28 :437: (Oct.) 1932. 


Dissecting aneurysm of the aorta, a condition 
very rarely recognized clinically, has been found at 
necropsy eight times within three years in a large 
metropolitan hospital. The authors discuss the 
various aspects, historical, clinical, etc., of this com 
dition and review 17 case histories. They note that ® 
syphilis is probably not an etiological factor; that 
hypertension and arteriosclerosis are the most cont 
mon predisposing antecedents; exertion frequently 
the exciting cause. Certain features in the X-ray, 
notably shadows due to the extension of the dissec 
tion along large branches of the aortic arch, maj 
enable the alert roentgenologist to recognize the 
condition. The symptoms accompanying the forms 
tion of such an aneurysm simulate coronary occle 
sion, pulmonary embolus, a spinal cord lesion, or af 
acute abdominal disturbance. M.LN.F. 
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